Introduction
============

Condylomata acuminata is a skin manifestation caused by an infection with human papilloma viruses (HPV), in most cases by the subtypes 6, 11, 16, and 18 \[[@R1]\]. Condylomata acuminatum is considered as a sexually transmitted diseases since HPV infections are transmitted via skin to skin contacts \[[@R1]\]. Consequently, condylomata acuminata are mostly found in the perianal region and usually present as genital warts \[[@R1]\]. Infections with the types 6 and 11 are associated with a low risk for malignant transformation, whilst infections with subtypes 16 and 18 are associated with an increased high risk for anal cancer and cervix cancer \[[@R2]\]. Before initiating a therapy it is important to obtain a biopsy, to determine the risk for malignant transformation \[[@R3]\]. In most cases of condylomata acuminata are locally restricted and can be managed by physical ablation or by topical therapy such as aminolevulinic acid hydrochloride \[[@R4]\]. Only in a subset of patients with advanced condylomata acuminata more extended therapeutic strategies including radiation and even surgery is required \[[@R5]\]. Here, we present the case of a patients diagnosed with a giant condyloma acuminate which required complex surgical treatment with colostomy and plastic reconstruction of the resulting defects upon resection.

Case report
===========

We report the case of a 51-year-old patient who had been suffering from a perianal condylomata acuminata for more than 10 years. Anamnestically, the lesions had massively increased during the last decade.

At time of presentation in our clinic the size of the condylomata acuminata amounted 16 x 12 cm (Figure 1A [(Fig. 1)](#F1){ref-type="fig"}). The patient suffered from perianal pain and insufficient anal hygiene. An infection with HPV 6, which is associated with low risk for malignant transformation, was detected. Due to the large size of the condylomata acuminata a precise measurement of the sphincter pressure could not be performed. However, clinically the sphincter tonus appeared normally. To determine the depths of infiltration we performed a magnet resonance imaging (MRI). The MRI revealed a possible infiltration of the musculus ani externus (Figure 1B [(Fig. 1)](#F1){ref-type="fig"}). Due to the size of the lesions a radiation did not appear beneficial in this case. Therefore a surgical treatment remained the only therapeutic option. First, a double-barreled colostomy was performed. Subsequently, the giant condylomata acuminata tumor was resected *in toto* including the resection of the external parts of the musculus sphincter ani externus (Figure 2 [(Fig. 2)](#F2){ref-type="fig"}). The mucosa of the anus was fixed by circular sutures (Figure 3 [(Fig. 3)](#F3){ref-type="fig"}). Because of a large lesion resulting upon resection, which measured nearly one third of the gluteus on both sides, the large defect was closed by two gluteus flaps. Finally, the mucosa of the anus was adapted to the skin of the gluteus flaps (Figure 4 [(Fig. 4)](#F4){ref-type="fig"}). Postoperatively, the gluteus flaps became partially necrotic. Therefore repeated vacuum sealing was performed and the remaining defect was finally closed using a mesh graft. The patients was dismissed 10 weeks after surgery with completed wound healing. The patient was instructed to intensively train his musculature of the pelvic floor. Finally, 6 month later the sphincter function was sufficient and the reversal of the colostomy was performed without complications. Fortunately, the patient did not experience any defecations problems and did not develop recurrence of condylomata acuminata up to date (Figure 5 [(Fig. 5)](#F5){ref-type="fig"}).

Discussion
==========

Perianal giant condylomata acuminata is a very rare clinical condition \[[@R6]\]. Due to improved topical therapeutic approaches, today, surgery can be circumvented in many patients \[[@R7]\]. However surgical therapy remains the standard therapy in cases of high risk condylomata acuminata or if topical therapy appears unfeasible due to the size and/or location of the affected lesion. Here we report the interesting case of a patient who presented with an extremely large and advanced perianal condylomata acuminata. Importantly, preoperative imaging revealed possible infiltration of the sphincter. Based on these findings, a topical therapy and/or radiation was considered unbeneficial in this case, although the condylomata acuminata was associated with a low risk HPV infection. Consequently, it is very important to perform preoperative imaging to determine infiltration depths and infiltration of other tissues in order to accurately plan the surgical strategy \[[@R7]\]. Interestingly, it has been demonstrated that neo-adjuvant therapy may increase the chance for achieving tumor-free resection margins in case infiltration of the sphincter \[[@R7]\]. However, in our case a neo-adjuvant therapy was not conducted because the infiltration of the sphincter appeared only marginal and therefore the potential benefit of a neo-adjuvant therapy appeared rather low. To support wound healing upon plastic reconstruction by two gluteus flaps we performed a colostomy prior to resection. In our case we resected the external part of the musculus ani externus and fixed the mucosa circularly into the skin of the gluteus flap. By this complex surgical procedure a "neo-anus" with full function of the sphincter was created and an abdominoperineal resection could be avoided, which had to be performed in other patients with giant condylomata acuminata \[[@R8]\]. Intriguingly, the patient did not develop any recurrence up to date and presented with normal sphincter function in the follow-up examination. In conclusion, we suggest an extended surgical resection of giant condylomata acuminata also with complex reconstruction of the resulting lesion as a technically feasible and in respect to the outcome promising therapeutic option for giant condylomata acuminata even with infiltration of the external sphincter.
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![A) Preoperative aspect of the lesion (16 x 12 cm). B) Preoperative MRI: Suspect infiltration.](IPRS-05-07-g-001){#F1}

![A) Situation prior the en bloc resection of the condylomata acuminate. The mucosa of the musculus sphincter ani externus is armed by sutures. B) Specimen after resection.](IPRS-05-07-g-002){#F2}

![After resection, the mucosa of the musculus ani externus was fixed by circular sutures into the edge of the skin.](IPRS-05-07-g-003){#F3}

![The large skin defect was closed by two gluteus flap.](IPRS-05-07-g-004){#F4}

![Postoperative result 6 months after the resection. The patient had a normal sphincter function. Aspect of the perianal region in prone position.](IPRS-05-07-g-005){#F5}
